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ABSTRAeT 

Cross sectional data indicates about four percent of elderly 
reside in nursing homes. Yet many studies, some using death 
certificates, show actual risk of institutionalization is upwards 
of 25 percent. This death registration study adds Unique 
features to the literature. 1) It reports oh all deaths in a 
state rather than just an urban sample. 2) It provides a rural- 
urban ccmparisoh. 

North Carolina 1983: 14.7 percent of deaths among those 65 
and over occurred in Long term Care Facilities (LTCF). Rural 
elderly (non-SMSA) were slightly less likely to die in a LTCF 
(13.1 percent vs 16.5 percent) and slightly more likely to die in 
an acute care hospital (70.8 percent vs 66.7 percent) than urban 
elderly. Rural elderly also are more likely to die in facilities 
outside of their home county than urban elderly: LTCF (35.1 
percent vs 17.5 percent) and hospital (32.7 percent vs 17.5 
percent). Based on lack of facilities and hypbthesized greater 
availability of family and neighbor support more hoine deaths or 
deaths outside of health care facility were expected in rtaral 
areas; yet only a slight difference was found— 16.1 percent rural 
vs 16.8 percent SMSA deaths were of this type. It is possible 
that the rural elderly stay at home longer; then close to death 
are hospitalized. In all, though, the greatest difference urban 
and rural risk of ihstitUtibhalizatioh appears to be if it occurs 
in the elderly »s county of residence. 



INTRGDUGTION 

Most gerontoldgists are familiar with the so-caiied four 
percent fallacy (Kastenbaum and Candyt 1973). In an effort to 
break down one of the ihyths of aging i students in classes on. 
aging and the general ptablic are often told that only about four 
percent of those 65 years old and over reside in institutional 
settings. An example of this is found in Palmore's (i977) first 
Facts on Aging Quiz, fhe four percent figure is used to indicate 
that only a small percent of our older population has succumbed 
to the problems often associated with did age to the point they 
are dependent and require institutibhalizatibh. The discussion 
of this figure may help to put aside the myth of widespread 
feebleness arid dependency in did age but could create the myth 
that few older adults will ever face ihstitutibhalizatioh. 

Approximately 4.8 percent of the elderly are found in long 
term care facilities at any mdirient in time (U. S. Department of 
Health and Human Servicesy 1977). Crbss-sectiohal datat thdughf 
does not speak to lifetime risk of institutionalizatibh • And 
aging is a longitudinal process. Few older adults at any one 
moment might be ihstitutidrialized. Yet the inevitable process of 
senescence progressively reduces viability and increases 
vulnerability of aging adults. This process in turn produces 
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greater dependency and risk of institutionalizatibii. Hence i 
iifetime risk of institutibhalizatioh is much greater than 4.8 
percent. While the cross-sectional data is valid, if it is Sot 
interpreted properly, it can be deceptive. Such cross-sectional 
data can lead the casual observer to believe only a small 
minority of the elderly will ever reside in a nursing home ahd| 
therefore, feel priority should be given to issues which effect a 
greater number of older adults. It is reassuring that most 
introductory texts in social gerontology point out this fallacy. 
UTERATURE REVIEW 

Sastenbaum and Candy (1973) first alluded to the potential 
of the foiif percent fallacy. This initial study on lifetime risk 
of nursing home placement used obituaries and death Certificates 
from tfee metropolitan Detroit area in 1971 to estiinate where 
those age 65 years old and over die. The obituary data reveals 
13.3 percent died in nursing homes. Data from death Certificates 
reVeal 2© percent of the elderly died in nursing homes and 
another S.f percent of the deaths occurred in other types of long 
term care faclMties. The authors indicate this is an 
underestimation as it does hot include those who were in long 
term care facilities and were transferred to hospitals and died. 
Some 62.4 percent of the deaths in this study occurred in 
hospitals. 

Wershow (1976) reports on data from four nursing homes in 
Birmingham, Alabama, and the surroundih-* county, the work 
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aembhstrates a hifh turnover of patients in nursing Kbiiies which 
arises out of deaths that occur shortly after admissions, the 
author argues this high turnover produces an under-cbuht in the 
crbss-sectibhal data. / 

Duke's first longitudinal study (1955 to 1976) was used by 
Palmbre (1976) to estimate the lifetime chance of institutional- 
ization. Of 267 individuals in the Study, 45 individuals died in 
ah- institution and 9 died after leaving a nursing home. The 
author acknowledges that the lifetime risk of 26 percent fbund in 
the group may be limited by the sampling selection of who might 
participate in a longitudinal study and the gebgraphic area, 
central region bf Nbrth Carolina. Palmore further repbrts 
institutionalizatibn is related to living albrie, being single or 
separated, or having few or no children, being female and white. 

Batk from the Natibhal Center for Health Statistics' 
hatibnal studies (1963i 1969, i973-74) Of long tarm care facility 
residents was used in Ingram and Barry's work (1977). From the 
three Studies, the data show respectively 2.6, 3.6^ and 4.6 
percent bf the pbpulatibn age 65 and over resided in a nursing 
home. Yet of all bf the mbrtality in the 55 and Over age group, 
10.5, 19.8, and 21.1 percent bf deaths bccurred in lorg term care 
facilities in 1963, 1969, and 1973-74 respectively i 

Lesnbff-Caravglia's (1978) replication of Kastenbaum and 
Candy's earlier study used data from Springfield, Illinois, in 
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1975. Mifieteen percent of the death certificates showed deaths 
bbcurrihg in a nursing home. An additional 11 percent of the 
deaths were found to have occurred in some other form of a long 
term care facility. This study also reported that hospital 
deaths accounted for 54 percent of the deaths. 

Another longitudinal study was conducted by Vicente, Wiley, 
and earrihgton U979). The study started in 1965 with 6,928 
Alameda County (Berkeley/Oakland, California | residents. A total 
of 521 of individuals who were age 55 and over at the begirning 
of th^ study had died by 1975. Data could be collected on 455 of 
the decedents and of these 28.9 percent resided for some time in 
a nursing home before their deaths. Data also revealed older 
white women who lacked social support were more likely to have 
resided in a nursing home. 

McCbhhel (19841 reviews past studies and questions the 
inadequacy of both the death certificate and longitudinal 
methodology. Death certificates underestimate the residency in 
nursing homes as they do hot address those who had resided in a 
long term facility at some time but died elsewhere. Data from 
Heeler, Kane, and Solomon (1981) indicate this can be a severe 
underestimation. Longitudinal methods do hot take into account 
that institutibhalizatibh rates have increased over the years. 
Chances of being ihstitut iohalized then increased from the 
beginning to the end of the two studies mentioned earlier. In an 
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attempt to constrain these under-estimations, life table 
methodblbSy' is applied to occurrences of instittatidnalizatibn. 
This mechanism estimates lifetime riisk of ihstitutibhalizatibh of 
48.2 percent and 63 percent at birth and at age 65 respectively. 

Finally, Liang and tu (1986) critique the last piece 
mentioned. They point out some issues with McCbnnel's use of 
life table analysis. The researchers then utilize a different 
approach to the life table and report the lifetime and age 65 
risk of institutionalization of 29.7 and 35.6 respectively. the 
latter figure is clbser to the repbrts frbm the previous two 
death certificate studies and the longitudinal works. 

Clearly the literature indicates the risk of institution- 
alization in later life is much higher than cross-sectibhal data 
would lead one to suspect, two of the studies report the risk of 
ihstitutiohalizatibh is higher among certain social groups. An 
extension of this work is to compare risk bf Ibhg term care 
facility placement in urban versus rural settings. Except for 
the two studies utilizing national data, the research reported in 
the literature draws data frbib various large metropolitan areas 
or in the case bf Palmbre (1977) frbm a section bf a state with a 
mixture of rural and urban areas, this study adds to the 
literature in that it reports data on a whole state and allows 
for ah tirbah arid rural cbmparisbh. 

Population density is expected tb be ah important variable. 



Rural areas often lack hospitals and nursing homes vhich means 
residents may not access suc^ facilities or they must leave the 
county to use such facilities. Even if the rUral area has a 
hospital, older adults with multiple chronic conditions and in 
very serious condition may be transferred to an urban hospital. 
The urban setting affords the older patient more sophisticated 
technological care which is supported by the greater population 
density. Again, even if a rural county may have a nursing home 
cr two and if the facility faces excess demand, potential 
patients may be sent to urban areas where there exists a gresiter 
chance of obtaining a nursing home placement in one of the many 
facilities that operate in an urban area. 

Another mechanism that may be at work is a greater informal 
support system and value briehtatibh in rureil areas which lends 
itself to more older adults dying at home rather than being 
institutibhal.lzed. the gemeinschaft value structure and the tie 
to the land may be more supportive to ah extended family and 
greater neighbor relatibnis which in turn may help maintain older 
adtalts in their home rather than turn to institutionalization. 

Specifically, this paper will test the fbllbwing hypotheses 
concerning the Ibcatioh of death fbr blder adults. 

1. Urban areas in comparison to rural areas will have a 
higher percentage of deaths of the elderly in health 
care facilities. 
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a. A higher percent of urban versus rural elderly 
will die ia hospitals. 

b. A higher percent of urban versus rural elderly 
will die in nursing homes and other long term care 
facilities • 

2. Older adults residing in rural areas are more likely to 
die in facilities outside of their county of residence 
than their urban Counterparts. 

3. It is expected that rural older adults are more likely 
to die at home. 

4. The introduction of a nursing home in a rural county 
will alter the pattern in the place of death which had 
previously existed. 

a. There will be fewer deaths in hospitals. 

b. There will be fewer deaths in nursing homes 
outside of the county. 

c. there will be fewer deaths in the home. 
METHOSeLOGY 

The North Garbliha Center for Health Statistics provided 
data on all death registrations in 1980 and 1983. Four other 
variables were obtained from the states' computerized files. 
First, ah age dichotomy of 65 and over versus 64 and younger was 
used. Then it was noted if the deceased was a resident of a 
county in a Standard Metropolitan Statistical Area (ShSA) or a 
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resident of a non-SMSA county i Next> the data indicated whether 
the resident died in or out of their county of residence. 

Finally, deaths were classified as occurring in one of ten 
types of Ibeatibhs. To facilitate analysis » the state's system 
was collapsed into three grbupihCs. An acute or short stay 
hospital category was constructed which consists of the General 
and Veteran's Administration Hospitals' classification. Next» a 
death was considered to be in a long term bare facility if it 
occurred in a Nursing/Rest H6me» in a tuberculosis. Mental, 
Chronic, or Penal Hospital or it was in the other institution 
category. The last group was for deaths which occurred at home 
or outside of health care facilities and other institutional 
setting; North Carolina reports this last grouping together, the 
few individuals who died in a doctor's office and clinics were 
excluded from the analysis (38 out of N=32,895 in 1983 and 32 out 
of N=29,8b2 in 1980) . 

The three categories are fairly logical grouping. Tet even 
if other grouping of the hospitals and long term care facilities 
were suggested, it would make little difference in the data. The 
raw data is fbUhd in Appendix A through B. A review of the 
appendixes reveals relatively few bf the deaths among the elderly 
occur outside of general hospitals, nursing/rest home, and 
hbme/ndh-ihstitution settings category. Even the Veteran's 
Administration setting which is the largest of all the minor 
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categories comprises only 3.5 percent of tfie overall acute 
hospital category. So the effect of these minor categories oh 
the overall analysis is negligible. 

Existing data sources are relatively easy to obtain but 
do carry limitations. Predetermined data classification schemes 
may hot always serve the researchers exact purpose. Ih this 
casei the place of death classification mechanism presents two 
minor problems. First i it is impossible to get an exact count of 
deaths occurring ih the home as they are combihed with those 
deaths that occurred outside of a home in a hon-institutional and 
non-health care setting. Second i deaths in long term care 
facilities which are a part of a Veterahs Admihistratioh (VA) 
hospital are couhted as occurrihg ih the VA hospital. Agaih, 
even if one-half of the VA dead were long term care facility 
deaths f their impact on overall analysis would be ismall and 
cohservative, holding down the estimate of lohg term care 
facility deaths. Of course i the problem mentioned in the 
literature of underestimating long term care facility residf^hts 
using death certificates also exists ih this study. The 
limitations are conservative in nature and in general produce 
underestimatibns of expectancies for institutibnalizatibn. These 
limitations should be kept ih mihd ih this exploratory study of 
rural and urban difference in the place of death. 

The data reported here is from a census and not a sample* 



Technically then* tfie need for inferential statistics is 
eliminated. Difference of proportion tests were cal5uiated for 
all of the following compafisohs and as may well be expected with 
such a large number of casei even the slightest difference prbved 
to be statistically significant at p = .001 or higher. 

Overall in 1983, 14.7 percent of the deathi in the sixty^ 
five and over age group occurred in 15ng term care institutions 
compared to 16.4 in 1980. the number of deaths in urban and 
rural areas are fairly evenly split in 1983 with 47.3 percent 
occurring in ah SMSA and 52.7 percent in non-SMSA Counties and 
47.4 percent vs 52.6 percent in 1980. A review of fable 1 and 
Table 2 shows that with the exception of slight shift away from 
nursing home and other long term care facilities toward home/ 
non-institution and hospital deaths from 1980 to 1983, the tables 
are comparable. Hence, further analysis will focus on the most 
recent data. 

Older individuals in counties within an SMSA are slightly 
more likely to die in a nursing home or other type of long term 
care facility (16.5% vs. 13.1%) than those living in non-SMSA 
counties. Yet urban elderly are slightly less likely to die in a 
hospital (66.7% vs. 70.8%) than their rural counterparts. There 
was practically ho difference between rural and urban areas in 
home and non-institutions deaths (16.8% Vs. 16.1%). 
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In regai-di to dying outside of tfieir cburity of residenSe, 
clear differences ari demonstrated between rural and urban 
iiderly (28.2% vs. 14.8%). When comparing either hospital or 
institutional death, the rural elderly are more likely to die 
outside of their county of residence than their urban counter- 
parts. Among rural elderly, 35.1 percent of those who died in a 
long term care facility did so outside of their cbUhty Of 
residence compared to 17.5 percent of the urban group. In a 
similar manner, 32.7 percent of the older adults from rural 
counties died in a hospital outside their 56unty, while fOr urban 
elderly the figure was again 17.5 percent. In terms of dying 
in home or a non-institutional sitting;, most older adults do so 
in their county Of residence; and there is little difference 
between rural and urban populations (98.6% percent vs 97.8%). 

A case study was performed on data from this larger study. 
An SMSA county, 1980 population size 160,934 and a non-SMSA 
county, i980 population size 16,825 are compared fOf changes 
between 1980 and 1983. The two counties are in the western 
pbrtibh bf the state and are contiguous, the larger county has 
12 nursing hbmes tbtalihg 861 beds, albhg with the fbllowing 
hospitals: two acute care, twb psychiatric ^ a rehabilitatibn , a 
state run long term care, and a Veteran's Adminiitratibn. the 
hbh-SHSA cbUnty dbes hbt have a hbspital and did not have a 
nursing home in the county in 1980 but by the end of 1983 the 
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county had had a facility operating for a little over two years 
with 100 beds. 

Data oh the rural county is presented in the third table. 
First, note the rural county with a very low population density 
has a higher prbpbrtibh of hbme/hon-institution deaths than the 
statewide noh-SMSA data revealed. Of greatest interest thbughi 
is that the hew hursihg home in the county is not assbciated with 
a sighificaht downward shift in hbme/ribri-ihstitutiohal deaths 
(23.7X-198b vs 21.2%-1983). Rather there was a large downward 
shift in the proportioh of couhty residents dying in the 
hospitals outside of the county (62.3X-1980 vs. 43.3%-1983; P < 
.001). Accbmpahyihg this downward shift ih hospital deaths, 
there was an increase in the number of deaths that occurred ih 
nursing homes (14%-1980 vs 35.6X-1983; P < .001). Most (70.3%) 
of the residehts of the rural couhty who died ih a nursing home 
or other long term care facility did so in the new facility in 
their cbunty. Table 4 prbvides a point bf cbmparisbh with the 
adjoihihg SMSA county. The overall proportioh of deaths by places 
between i98b and i983 remains relatively stable in comparison to 
its rural neighbor which obtained a hursihg home. 
CQNCLUaibWS 

Hbw dbes the data fit the hypbtheses which guided this 
exploratory study? The first hypothesis which predicted urbah 
elderly are more likely to die in hospitals and long term care 
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facilities had mixed results and uas hot strongly demonstrated. 
Urbahites were more likely to die in nursing homes but hot in 
hospitals as the hypothesis predicted. It is fair to note that 
while the differences are significant » as this is dat£f from a 
population » the practical difference in both cases was not that 
large. A possible explanation for this configuration of the data 
is that the lack of Ibhg term care facilities in the rural 
counties keep older adults in their homes longer until some 
incident forces hospitalization and death occurs. 

As predicted by the second hypothesis, wheh the rural 
elderly die in a hospital and nursing home, they are more likely 
to die in a facility outside their county of residence than their 
urban counterparts. The lack of facilities force older adults to 
leave their county of residence. The percentage of difference 
for the rural versus urbah elderly is approximately the same for 
hospitals and long term care facilities. 

the third hypothesis about rural elderly more likely to 
die ih home or outside of health facilities was not supported by 
the statewide data. The very rural cduhty used as a case study 
did have a larger percent of hoine/hoh-health care facilities thah 
overall ridh-SMSA grouping:. Yet a hypothesis test found this 
differehce slightly beybhd acceptable levels p = .08. Just 
because rui^ai elderly appear to die as frequehtly as urbahites in 
home and non-health facilities does not necessarily mean the 
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rural elderly do not enjoy stronger support network than their 
urban counterparts • It is possible rural elderly are staying at 
hbfne longer, then upon acute episode, they go to a hospital and 
die there. 

The last research question was well supported by the data. 
The intrbductibh of a nursing home into a rural county altered 
the pattern in the place of death although not quite as expected. 
A drastic reduction in the number of deaths which occurred in 
hospitals outside of the county and ah increase in the number of 
long term care facility deaths followed the construction of a 
nursing home in the county. it almost appears some individuals 
who had been sent to hospitals outside the county in the past 
were now being placed in the local nursing home. Yet^ little 
change occurred in the percent of in-home deaths followed the 
opening of the nursing home. 

A final point about the data should be noted. Gverall, the 
state-wide data oh the percent of deaths which occur in a nursing 
home is much lower than reported by studies in the urban north 
and west. It should be noted that even if Just the other death 
certificate studies were considered, they were conducted at a 
time when institutionalization rates were lower. Hence, there 
may be even a greater difference in rates if the time frames were 
comparable. institutionalization rates may be lower in the south 
or nursing homes in the south may be quicker to transfer acutely 
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ill patients to the hospital where they die and under this 
methodology are counted as hospital deaths. 

Probably the two most Important finding of this study of 
rUral-urbari differences are the fbllbwihg* First i rural elderly 
are more likely to die outside the county in which they lived i 
Certainly^ some of the elderly dying outside of their county of 
residence are going to hospitals and long term care facilities in 
counties where some family arid friends reside. It is probably 
more likely that going to a health facility outside their county 
of residence produces financial and social costs on their social 
support network. Second , the availability of health care 
facilities does not reduce the percentage of home deaths among 
the elderly in either urban or rural settings , yet this does not 
address the issue if the rural elderly are staying at home 
longer. 



TABLE 1 

PLA^ fiEAflfl Alii INDIVaXJALS A€E 63 & OVER IN VKXtTR CABOLlMA 

1983 

SMSA NON S«A 

Place of Beath .-. %-Place %-Plaoe 

Number %-Total In vs Out Number 56-Total In vs Out 

1. Short Stay HOTpital 10,362 66.7 12^268 70.8 

a. in county of ^ ^ 

residence 8|552 82.5 8,259 67.3 

b. cHit of TOuhty of 

residence 1,810 17.5 4,009 32.7 



2. Nursing^lest Home & 

Other LTCP 2,563 16.5 2,271 13.1 

a. in county of : : ^ 

resideiK^e 2^114 82.5 1,474 64.9 

b. out of county of 

residence 449 17.5 797 35.1 

3. Heme or N^-Institiation 2^608 16.8 2,785 16.1 

a. in county of 

residence 2,572 98.6 2,724 97.8 

b. out of county of 

resid^^ 36 1.4 61 2.2 



Total of Places 15,533 47.3 17,324 52.7 

Line 1, 2, 3 

Diei in Gouhty of ResidmK^ 85.2 71.9 

Died Outside of Cbtiity of 14.8 28.1 

Residence 

♦iSher Ldng fe^ (LTCF) include tuberculosis. Mental, Oirdnic, 



NOTE: Ah additional 38 individuals died in ddctcrsV offices and clinics in 1983. 



Penal Hospitals and Other Institutions. 

NOTE: Ah additional 38 individuals died in doctcra' o 
See Ai^)ehdix A for e3»ct distribution of place. 
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TABLE 2 



PtACE OF DEATH ALL INDIVUXJALS AGE 65 & OVER IN NORIH CAROLINA 

1980 

SMSA NCW-SMSA 



Plae% of Death 



X-Place %-Place 

Ntmber X-Total In vs Out Niniber %-Total In vs 0»jt 



1. Short Stay Hospital 9,289 65.8 11,202 71.5 

a. in cxjunty of 

residence 7,481 80.5 7,623 68.1 

b. out of omsity of 

residence 1,808 19.5 3,579 31.9 

2i Nurs^^^t Home & 

Other LTCP 2,682 19.0 2,193 14.0 

a. in county of 

residence 2,177 81.2 1,386 63.2 

b. out of cxwrity of 



505 18.8 807 36.8 



3. Home or Nan-Institution 2,141 15.2 2,263 14.5 

a. in county of 

residence 2,105 98.3 2,198 97.1 

b. out of county of 

36 1.7 65 2.9 



Total of Places 14,112 47.4 15,658 52.6 

Line 1, 2, 3 

Died in County of Resid«ice 83.4 71.6 

Died Outside of County of 16.6 28.4 

Residence 



♦Other Long Term Care Facilities (LTCF) include Tuberculosis, Mental, Chronic, 
Penal Hospitals and Other Institutions. 



NOTE: An additional 32 individuals died in doctors' offices and clinics in 1980. 
See Afpeniix B for exact distribution of place. 



TABUS 3 



PLACE OF I^TH ALL INDIVIDUALS AGE 65 & OVER IN NON-SMSA COUNTY IN 

WESTEE2N NGRTH CAROLINA 



Place of Deatfi 



1. Short Stay Hd^ital 
a. in county of 

i^^ideDce 
out of county of 

2. NursingZ^t Hone & 
Other LTCF* 

a. in ccnjhty of 

t«8idence 
bi dot of o^nty of 

residence 

3. Hone or Noti-Institution 
a. in county of 



1980 



1983 



X-Piace X-Place 
Nimber X-total In vs Out Number X-Total In vs Out 



b. out of county of 
residence 



Total of Places 
Line 1» 2^ 3 

Died in Cocnty of Residence 

Died Outside of Ccnmty of 
Residence 



71 

e 

71 

16 
0 
16 
27 
27 

d 

114 



62.3 



14.0 



23.7 



22.7 
76.3 



0 

ibb 



6 
100 

100 

b 



45 
0 
45 

37 
26 
11 
22 
21 
1 

104 



43.3 



35.6 



21.2 



45.2 
54.8 



0 
100 



70.3 
29.7 

95.5 
4.5 



♦Other Long Tezin Gare Facilities {hTCP) iTKJlude Tul)ercul6sis, Mental, dironic, Penal 
Hospitals and Other Institutions. 
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TABLE 4 



PLACE OF DEATH ALL INDiVIGUAtS AGE 65 & OVER IN A SMSA GOmY IN 

W^TERN NOFTTH CAROLINA 



Places of Death 



1. Short St&7 HbspitstL 
in county of 
resideiKe 
b. out of county of 
residence 

2i Nursing/ltest Heme & 
Other MCT^ 

a. ixi county of 

residetK^ 

b. out of ccNJnty of 

residence 

3. Home or Non-Institutibh 

a. in county of 

resi^nce 

b. out of county of 

residence 



1980 1983 

96-Place %-Place 
Number X-Total In vs Out Nuidaer %-Total In vs Out 



Total of Places 
Line 1, 2, 3 

Died in County of Residence 

Died Outside of Cbtmty of 
ResidCTce 



63D 
566 
64 

277 
259 
18 
198 
196 
2 

1105 



57. 



25.1 



17.9 



89.8 
10.2 



93.5 
6.5 

99. 
1. 



92.4 
7.6 



680 
632 
48 

254 
241 
13 
226 
224 
2 

1160 



58.6 



22. 



19.5 



92.9 
7.1 



94.9 
5.1 

99. i 
.9 



94.6 
5.4 



« Other Long Term Care Facilities ILTCF) include Tuberculosis, Mental, Chronic, 
Penal Hospitals and OUier Institutions. 



VICfTZ: An additional 2 individuals died in doctors' offices and clinics in 1980. 
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MORfALlty IN N.c. B? HACE 
1983 AGE 65 & OVm 



0. Ifome or 

Nbn-IhstituticMi 

Ho^itals 

1. General 

2. T.B. 

3. M»ital 

4. efirOTic 

5. Benal 

6. Veterans 

7. Nuraing/Rest Hdme 

8. eiinics & Dbctbra 
Office 

9. Other Institutions 



SMSA 

of^^d^*'' Died Outside of Died in uoun 
of Residence County of Besid^ of Resid^ 



2,572 



8,306 



18 



246 
2,062 

6 

31 

13,244 



36 

1,625 
1 
18 
17 

i 

i85 

401 

2 

ii 



2,297 



2,724 

8,259 
2 
39 
26 
0 
D 

1,365 

26 
42 

12,483 



Died Outside of 
County of Residowe 



61 

3,667 
10 
34 
23 
1 

342 
706 

4 
23 



4,871 = 32,895 



APF^IX B 
MOlTALITy IN N.e. BY FUm 
1980 65 & OVER 

Died in Coiiity Died Outside of Dial in County Died Outside of 

of Residaice County of Residence of Residence County of Residence 

0. Rene or 

Fftni-Institutioh 2,105 36 2,198 65 

iio^itai 

1. Goieral 7,281 1,664 7,623 3,307 

2. T.B. 0 13 3 23 

3. Moitai 5 32 57 34 

4. dtiroriic 0 17 30 38 

5. Penal 0 1 0 0 



6. Veterans 200 144 0 272 

7. NUrsihg/Rest Hbines 2,139 421 1,253 69^ 



Bi Clinics & Doctors 

Office 4 1 22 5 

9. Other Institutions 33 21 43 19 

11,767 2,350 11,229 4,456 = 29,802 
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